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Abstract 
Introduction: The trend towards delayed motherhood 
has accelerated in developed countries over the last few 
decades. Advanced maternal age (AMA) is defined as age 35 
years and older at the estimated date of delivery. 
 Objective: The aim of this large retrospective cohort 
study is to assess for the association between AMA and 
adverse maternal outcomes after adjustment for confounding 
factors in maternal characteristics and in the obstetric history. 
 Study Design: Mothers of 20 years and older, who 
delivered singleton babies in Malta and Gozo between 1st 
January 2000 and 31st December 2014 were studied. All data 
was derived from the National Obstetric Information System.  
 Results: The study population included 55,943 
singleton births. 12.2% (6,838) of mothers were between 35 – 
39 years and 2.4% (1,325) were 40 years and older. 
Significant difference was found between maternal age and 
BMI (p<0.0001), maternal smoking status (p<0.0001), non-
insulin dependent diabetes mellitus (p=0.004), history of 
stillbirth (p<0.0001), gestational diabetes (p<0.0001), 
pregnancy – induced – hypertension (p=0.008) and pre-
eclampsia (p=0.008). Significant difference was also found 
between maternal age and mode of delivery (p<0.0001). 
Regression analysis revealed persistent significant differences 
between maternal age and different maternal outcomes. 
 Conclusion: This study demonstrates that AMA in 
Malta significantly increases the risk for hypertension in 
pregnancy, gestational diabetes and caesarean delivery. Care 
providers need to be aware of these increased risks and adjust 
their obstetric management according to the individual to 
ensure optimal maternal outcomes. 
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Introduction 
The trend towards delayed childbearing has 
accelerated in developed countries over the last 
three decades.1 Advanced maternal age (AMA) is 
commonly defined as age 35 years an older at the 
estimated date of delivery. The reasons motherhood 
is postponed are manifold. Women’s pursuit of 
higher education, effective contraception, advances 
in assisted reproductive technology, delayed 
marriage, and longer life expectancy have all been 
mentioned as possible reasons for this 
phenomenon.1-4 Women should be supported in 
their decisions of whether to have children or not 
and when to plan childbearing. Accordingly, 
women with AMA need to be counselled regarding 
how fertility and pregnancy outcomes change with 
age.  
Published studies and data on the obstetric 
risks associated with childbirth at 35 years or over 
are various and inconsistent. AMA continues to be 
associated in various numbers of studies with a 
range of adverse pregnancy outcomes including 
antepartum haemorrhage, malpresentation, low 
birth weight, pre-term birth, stillbirth, operative 
vaginal delivery and increased rates of Caesarean 
deliveries.5-6 However, other studies have yielded 
inconsistent conclusions about both the specific 
outcomes adversely affected by maternal age and 
the strength of their association.7-8 
The only published study on AMA and 
pregnancy outcomes in Malta was back in 1987 by 
Savona Ventura and Grech on risks factors in 
elderly obstetric patients, in the European Study 
Group on Social Aspects of Human Reproduction, 
V annual meeting.3 The scope of this research is to 
present a clearer picture of what the actual risks to 
these Maltese elderly women are and also help to 
compare our findings with that of other countries. 
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Methodology 
This research project is a Retrospective 
Cohort Study which analyses maternal 
complications associated with AMA. 
All data was derived from the National Obstetric 
Information System (NOIS) of Malta. This research 
analyses almost all deliveries in Malta and Gozo 
over a fifteen-year period from the year 2000 to 
2014. The study population was recruited from the 
NOIS according to the following inclusion and 
exclusion criteria. 
Inclusion criteria:  
- Mothers of 20 years of age and over 
- Who delivered singletons babies, live births 
 or even still births 
- In Malta or in Gozo  
- Between 1st January 2000 and the 31st of 
 December 2014 
Exclusion criteria: 
- Mothers of less than 20 years  
- Mothers with multiple pregnancies  
- Missing maternal age 
All the data analysis was performed by the 
Statistical Package for the Social Sciences. 
 
Results: 
Between the year 2000 and the year 2014, a 
total of 61,365 deliveries were registered in Malta 
and Gozo (Figure 1).  
 
1. Demographic Data 
All women studied were divided into 5 
maternal age groups (Table 1). The average 
maternal age was 29.2 years (range 20 years – 55 
years) and the median age was 29 years. Figure 2 
represents the maternal age over this 15-year 
period. 
The maternal weight at booking visit and 
height were also analysed and the body mass index 
(BMI) was worked out. In the studied population, 
3.2% (1,258 mothers) were underweight, 53.8% 
(21,019 mothers) had normal BMI, 26.4% (10,324 
mothers) were overweight and 16.5% (6,450 
mothers) were obese.  
The data was analysed by the Medical 
Statistician (NC) in the employ of the Department 
of Health Information and Research. The Pearson 
Chi- Squared (PCS) test was used to assess the 
significant difference between maternal age and 
BMI and the results were statistical significant 
p<0.0001. It was noted that although the most 
common BMI was the normal BMI, a large 
percentage of mothers were overweight and obese 
(Figure 3).  
 
  
Figure 1: Study plan 
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Table 1: Patient Age Distribution 
Maternal Age 
Groups 
Number of Mothers Percentage of Mothers 
20 – 24 years 9,814 17.5% 
25 – 29 years 20,417 36.5% 
30 – 34 years 17,549 31.4% 
35 – 39 years 6,838 12.2% 
≥ 40 years 1,325 2.4% 
 
 
Figure 2: Trends in maternal age in Malta from 2000 - 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3: The percentage of mothers with BMI > 25 and maternal age 
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2. Maternal Complications  
As part of this study, the pathology that arises 
in pregnancy was also studied and specifically we 
looked into gestational diabetes and hypertension in 
pregnancy. 
For gestational diabetes, mothers were further 
divided into those who were treated without insulin 
and those who were treated with insulin. The results 
show that as the maternal age increase, the 
percentage of mothers that developed gestational 
diabetes increases (Table 2). The PCS test was used 
to analyse the effect of age on the results obtained 
and the results were statistically significant 
(p<0.0001). 
The data was further analysed by regression 
analysis (Table 3). A forward stepwise logistic 
regression model was used and the significant 
confounders were maternal age (p<0.0001), parity 
(p<0.001) and BMI (p<0.0001). 
As regards hypertension in pregnancy, 
pregnancy induced hypertension, pre-eclampsia and 
eclampsia were specifically studied in the 5 
different age groups (Table 2). In pregnancy 
induced hypertension, a sharp rise is noted in the 
advanced maternal age groups. PCS test was used 
and the results were statistically significant 
(p<0.0001). Pre-eclampsia was also much 
commoner in the elderly age groups. In the elderly 
age groups, 1.0% of mothers had pre-eclampsia 
(p=0.008). There were only 12 cases of eclampsia 
reported in this 15-year study period (p=0.668).  
Further data analysis was carried out on 
hypertension in pregnancy (Table 4). Forward 
stepwise logistic regression analysis was also 
carried out. In this latter analysis pregnancy – 
induced hypertension, pre-eclampsia and eclampsia 
were grouped into this single group – hypertension 
in pregnancy. The significant confounders for this 
model were maternal age (p<0.0001), parity 
(p<0.0001), IDDM (p<0.0001), cigarette smoking 
(p=0.01), and BMI (p<0.0001).   
 
 
Table 2:  Gestational diabetes, Pregnancy induced hypertension, pre-eclampsia, eclampsia and maternal age 
 
Maternal Age 
Group 
20 – 24 
years 
25 -29 
years 
30 – 34 
years 
35 – 39 
years 
≥ 40   
years 
Diagnosis of Gestational Diabetes 
No 98.3% 
(9,646) 
97.3% 
(19,872) 
96.7% 
(16,974) 
95.9% 
(6,555) 
94.4% 
(1,251) 
Yes: 
not treated 
with insulin 
1.5% 
(144) 
2.3% 
(475) 
3.0% 
(531) 
3.9% 
(264) 
5.3% 
(70) 
Yes: 
treated with 
insulin 
0.0% 
(0) 
0.1% 
(12) 
0.1% 
(9) 
0.0% 
(1) 
0.0% 
(1) 
Diagnosis of Pregnancy Induced Hypertension 
No 94.4% 
(9,260) 
94.1% 
(19,206) 
94.1% 
(16,519) 
92.9% 
(6,350) 
89.0% 
(1,179) 
Yes 5.4% 
(526) 
5.6% 
(1,147) 
5.7% 
(993) 
6.9% 
(471) 
10.9% 
(144) 
Diagnosis of Pre-Eclampsia 
No 99.1% 
(9,724) 
99.2% 
(20,246) 
99.2% 
(17,401) 
98.8% 
(6,755) 
98.9% 
(1,310) 
Yes 0.7% 
(64) 
0.5% 
(111) 
0.7% 
(116) 
1.0% 
(69) 
1.0% 
(13) 
Diagnosis of Eclampsia 
No 99.7% 
(9,785) 
99.7% 
(20,349) 
99.8% 
(17,511) 
99.8% 
(6,822) 
99.7% 
(1,321) 
Yes 0.0% 
(2) 
0.0% 
(4) 
0.0% 
(3) 
0.0% 
(2) 
0.1% 
(1) 
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Table 3: Adjusted results for gestational diabetes and maternal age 
 
Gestational 
Diabetes 
 
Adjusted Rates 
 
Standard 
Error 
Confidence 
Interval  
 
(Lower) 
Confidence 
Interval 
 
(Upper) 
20 – 24  
years 
 
3% 
 
0.005 
 
0.02 
 
0.04 
25 – 29  
years 
 
4% 
 
0.007 
 
0.03 
 
0.06 
30 – 34  
years 
 
6% 
 
0.009 
 
0.04 
 
0.08 
35 – 39  
years 
 
7% 
 
0.011 
 
0.05 
 
0.09 
40 years & 
older 
 
9% 
 
0.017 
 
0.06 
 
0.13 
 
 
Table 4: Results for Hypertension in Pregnancy 
 
Hypertension 
in  
Pregnancy 
 
Adjusted 
Rates 
 
Standard 
Error 
Confidence 
Interval 
 
(Lower) 
Confidence 
Interval 
 
(Upper) 
20 – 24  
years 
 
7% 
 
0.013 
 
0.05 
 
0.10 
25 – 29  
years 
 
7% 
 
0.013 
 
0.05 
 
0.10 
30 – 34 
 years 
 
7% 
 
0.013 
 
0.05 
 
0.10 
35 – 39  
years 
 
9% 
 
0.015 
 
0.06 
 
0.12 
40 years & 
older 
 
11% 
 
0.021 
 
0.08 
 
0.16 
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Figure 4: Maternal age groups and their mode of delivery 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 5: Adjusted results for Mode of Delivery and Maternal Age 
Mode 
of Delivery 
Normal Vaginal Delivery 
OR (95% CI)        P-value 
Instrumental Delivery 
OR (95% CI)         P-
value 
Elective Caesarean Section 
OR (95% CI)            P-
value 
20 – 24 years 2.507  
(2.117 – 2.968) 
 
< 0.0001 
1.346 
(0.899 – 2.015) 
 
0.149 
0.868 
(0.713 – 1.056) 
 
0.158 
25 – 29 years 2.070  
(1.760 – 2.436) 
 
< 0.0001 
1.761 
(1.189 – 2.607) 
 
0.005 
0.965 
(0.802 – 1.161) 
 
0.706 
30 – 34 years 1.716  
(1.458 – 2.020) 
 
< 0.0001 
1.860 
(1.256 – 2.755) 
 
0.002 
1.056 
(0.879 – 1.269) 
 
0.558 
35 – 39 years 1.247 
 (1.050 – 1.480) 
 
0.012 
1.562 
(1.037 – 2.353) 
 
0.033 
1.036 
(0.854 – 1.256) 
 
0.722 
40 years & older  
Reference 
 
Reference 
 
Reference 
 
10
Case rEditorial Editorial OrgOdRe 
 
 
 
Original Article   
 
Malta Medical Journal     Volume 30 Issue 02 2018                                                                                                                                                                             
 
 
3. Mode of Delivery 
In this study, the mode of delivery was also 
analysed (Figure 4).  The PCS test was used to 
analyse the effect of maternal age on the mode of 
delivery and the results were statistically significant 
(p<0.0001). 
For the mode of delivery, forward stepwise 
multinomial regression analysis was carried out 
(Table 5). The significant confounders were 
maternal age (p<0.0001), year of delivery 
(p<0.0001), IDDM (p<0.0001), parity (p<0.0001), 
cigarette smoking (p<0.0001), BMI (p<0.0001) and 
history of stillbirth (p<0.0001).  
 
Discussion 
In the Western world, the average maternal 
age at which mothers are giving birth is continually 
rising. Risks associated with pregnancy in women 
of AMA have been addressed in numerous studies, 
mostly focusing on the medical risks associated 
with advancing maternal age. The main purpose of 
this study was to analyse the Maltese local data. 
The importance of this research lies in the fact that 
it is the first recent research of its kind carried out 
locally after the study published by Savona-Ventura 
and Grech in 1987.3  
In the present study, a significant increase in 
medical complications were noted in mothers with 
AMA. A significant increase was noted in 
pregnancy – induced hypertension (p<0.0001), pre 
– eclampsia (p=0.008) and gestational diabetes 
(p<0.0001). Similar findings were noted in other 
studies carried out in Europe,9-10 in Asia,11-12 and in 
USA.13-14  
The regression analysis carried out showed 
that hypertension in pregnancy increased steadily 
with age. A sharp rise in hypertension was seen 
after the 35 years. For gestational diabetes, a steady 
increase in mothers with advancing age was noted 
after the effect of the significant confounders was 
removed. 
With advancing age, pancreatic B cell 
function and insulin sensitivity diminish, increasing 
risk in developing type 2 diabetes.15 Due to the 
diminished pancreatic B cell response to glycaemic 
stimulation women with AMA may be more 
insulin-resistant than younger women, which, when 
combined, make gestational diabetes more likely. 
The presence of gestational diabetes increases the 
risk for foetal macrosomia.16 Inherently the Maltese 
population as in most Mediterranean populations is 
at risk of gestational diabetes which is further 
augmented in women with AMA.17   
There is increased risk of gestational 
hypertensive disorders with AMA.18 It has been 
hypothesized that haemodynamic response to 
pregnancy and ageing might be associated with 
differences in blood pressure levels during 
pregnancy between younger and older women.19 
Maternal blood pressure is associated with impaired 
foetal growth during pregnancy especially during 
the third trimester of pregnancy and increased risks 
of adverse outcomes.20  
Pregnant women experiencing hypertensive 
disorders are also at greater risk of stillbirth.21 This 
risk of foetal demise is further exacerbated in 
hypertensive women in the AMA cohort.22 The risk 
of stillbirth is increased with the onset of pre-
eclampsia, and pre-eclampsia is also more prevalent 
in women with AMA.23  
Overarching the risks of women in the AMA 
group for both gestational diabetes and 
hypertension is the increased prevalence of high 
BMI. In this study 26.4% of pregnant women were 
overweight and 16.5% were obese. The 
combination of AMA and an elevated BMI increase 
the risk for the occurrence of gestational diabetes.24 
Similarly, hypertensive disorders and pre-eclampsia 
are associated with AMA and an elevated BMI.25 
Moreover the combination of AMA, elevated BMI, 
diabetes and hypertension have a multiplier effect 
on increasing the risk of adverse maternal and 
neonatal outcomes.26-27  
In this research, statistical significant results 
were found between mode of delivery and the 
maternal age (p<0.0001). The percentage of women 
delivering by normal vaginal delivery was noted to 
decrease with advancing age, while the percentage 
of women delivering by elective caesarean sections 
was noted to increase with advancing age. In 
mothers over 35 years, an increase was also noted 
in the rate of emergency caesarean sections. The 
regression analysis carried out confirmed that these 
results were still noted after the effects of the other 
significant confounders were removed.  Several 
studies published similar findings of high rate of 
caesarean sections in different countries from the 
year 1987 to the year 2014.7, 28-31 
In contrast with other international studies, in 
this study population, instrumental deliveries were 
noted to decrease with AMA. Wang et al reported 
in their study carried out in Norway, that 
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instrumental deliveries were increased in 
nulliparous women.7 Tan and Tan also reported in 
1994, that the incidence of instrumental deliveries 
was higher in women over the age of 35 years.29 
In this study the trend of increased elective 
caesarean section avoiding vaginal delivery and 
more so instrumental assistance suggests that 
obstetricians in this unit may have a lower threshold 
for intervention in pregnant women in AMA cohort. 
This is especially noted in nulliparous women with 
AMA. The obstetrician’s decision to resort to 
elective caesarean section in women with AMA 
would be further catalysed in the presence of 
medical complications. Breech presentation also 
increases with AMA contributing to an increased 
caesarean section in this cohort of women.32 In an 
effort to reduce the risk of sudden stillbirth in the 
postdates period, resort to induction of labour and 
subsequent failure to progress in women with AMA 
may also increase the rate of abdominal delivery.33, 
34 Maternal requests in cases of AMA possibly 
compounded by a period of subfertility may be 
another reason for of increased elective caesarean 
section.35 
 
Conclusion  
This study demonstrates that advanced 
maternal age in Malta significantly increases the 
risk for hypertension in pregnancy, gestational 
diabetes and caesarean delivery. 
With the persistent rise in the number of 
mothers having their children at advanced age in 
Malta, the set- up of a multidisciplinary specialized 
clinic for pre-conception, antenatal and postnatal 
care for these mothers may prove useful in 
improving outcome in pregnancies of women with 
AMA.  
 
References 
1. Mathews TJ, Hamilton BE. First births to older women 
continue to rise. Department of Health and Human 
Services, Public Health Service, Centers for Disease 
Control, National Center for Health statistics. May 
2014. Available from: 
http://www.cdc.gov/nchs/data/databriefs/db152.pdf 
[Accessed 25th January 2015]. 
2. Royal College of Obstetricians and Gynaecology. 
RCOG statement on later maternal age. Available from: 
https://www.rcog.org.uk/en/news/rcog-statement-on-
latermaternal-age/. [Accessed 17th February 2016].  
3. Savona – Ventura S, Grech ES. Risk factors in elderly 
patients. In: European Study Group on social aspects on 
Human Reproduction, V annual meeting, Malta – 
September 1987; 41 – 54. 
4. Matthews TJ, Hamilton BE. Delayed childbearing: 
more women are having their first child later in life. 
NCHS Data Brief. 2009;(21):1-8. 
5. Jolly M, Sebire N, Harris J, Robinson S, Regan L. The 
risks associated with pregnancy in women aged 35 
years or older. Hum Reprod. 2000;15(11):2433-7.   
6.  Joseph KS, Allen AC, Dodds L, Turner LA, Scott H, 
Liston R. The perinatal effects of delayed childbearing.  
Obstet Gynecol. 2005;105(6):1410-8. 
7. Wang Y, Tanbo T, Abyholm T, Henriksen T. The 
impact of advanced maternal age and parity on obstetric 
and perinatal outcomes in singleton gestations. Arch 
Gynecol Obstet. 2011; 284(1):31-7.   
8. Kirz DS, Dorchester W, Freeman RK. Advanced 
maternal age: the mature gravida. Am J Obstet 
Gynecol. 1985;152(1):7-12. 
9. Khalil A, Syngelaki A, Maiz N, Zinevich Y, Nicolaides 
KH. Maternal age and adverse pregnancy outcome: a 
cohort study. Obstet Gynecol. 2013;42(6):634-43. 
10. Jacquemyn Y, Martens E, Martens G. Pregnancy at late 
premenopausal age: outcome of pregnancies at 45 years 
and older in Flanders, Belgium. J Obstet Gynaecol. 
2014;34(6):479-81. 
11. Viegas OA, Leong WP, Ahmed S, Ratnam SS. 
Obstetrical outcome with increasing maternal age. J 
Biosoc Sci. 1994;26(2):261-7.  
12. Naqvi MM, Naseem A. Obstetrical risks in the older 
primigravida. J Coll Physicians Surg Pak. 
2004;14(5):278-81. 
13. Paulson RJ, Boostanfar R, Saadat P, Mor E, Tourgeman 
DE, Slater CC, et al. Pregnancy in the sixth decade of 
life: obstetric outcomes in women of advanced 
reproductive age. JAMA. 2002;288(18):2320-3. 
14. Nolasco-Blé AK, Hernández-Herrera RJ, Ramos-
González RM. Perinatal outcome of pregnancies in 
advanced maternal age. Ginecol Obstet Mex. 
2012;80(4):270-5. 
15. Chandler-Laney PC, Phadke RP, Granger WM, 
Fernández JR, Muñoz JA, Man CD, et al. Age-related 
changes in insulin sensitivity and β-cell function among 
European-American and African-American women. 
Obesity (Silver Spring). 2011;19(3):528-35.  
16. Wahlberg J, Ekman B, Nyström L, Arnqvist HJ. 
Gestational diabetes: Glycaemic predictors for fetal 
macrosomia and maternal risk of future diabetes. 
Diabetes Res Clin Pract. 2016;114:99-105.  
17. Savona-Ventura C, Vassallo J, Marre M, Karamanos 
BG; MGSD-GDM study group. A composite risk 
assessment model to screen for gestational diabetes 
mellitus among Mediterranean women. Int J Gynaecol 
Obstet. 2013;120(3):240-4. 
18. Gaillard R, Bakker R, Steegers EA, Hofman A, Jaddoe 
VW. Maternal age during pregnancy is associated with 
third trimester blood pressure level: the generation R 
study. Am J Hypertens. 2011;24(9):1046-53.  
19. Rurangirwa AA, Gaillard R, Jaddoe VW. 
Hemodynamic adaptations in different trimesters 
among nulliparous and multiparous pregnant women; 
the Generation R study. Am J Hypertens. 
2012;25(8):892-9.  
12
Case rEditorial Editorial OrgOdRe 
 
 
 
Original Article   
 
Malta Medical Journal     Volume 30 Issue 02 2018                                                                                                                                                                             
 
 
20. Bakker R, Steegers EA, Hofman A, Jaddoe VW. Blood 
pressure in different gestational trimesters, fetal growth, 
and the risk of adverse birth outcomes: the generation R 
study. Am J Epidemiol. 2011;174(7):797-806.  
21. Allen VM, Joseph K, Murphy KE, Magee LA, Ohlsson 
A. BMC Pregnancy Childbirth. 2004;4(1):17. 
22. Timofeev J, Reddy UM, Huang CC, Laughon SK. 
Obstetric complications, neonatal morbidity, and 
indications for cesarean delivery by maternal age. 
Obstet Gynecol. 2013;122(6):1184-95.  
23. Kaaja R. Predictors and risk factors of pre-eclampsia. 
Minerva Ginecol. 2008;60(5):421-9. 
24. Makgoba M, Savvidou MD, Steer PJ. The effect of 
maternal characteristics and gestational diabetes on 
birthweight. BJOG. 2012;119(9):1091-7. 
25. Muto H, Yamamoto R, Ishii K, Kakubari R, Takaoka S, 
Mabuchi A, Mitsuda N. Risk assessment of 
hypertensive disorders in pregnancy with maternal 
characteristics in early gestation: A single-center cohort 
study. Taiwan J Obstet Gynecol. 2016;55(3):341-5.  
26. Pallasmaa N, Ekblad U, Gissler M, Alanen A. The 
impact of maternal obesity, age, pre-eclampsia and 
insulin dependent diabetes on severe maternalmorbidity 
by mode of delivery-a register-based cohort study. Arch 
Gynecol Obstet. 2015;291(2):311-8. 
27. Sekkarie A, Raskind-Hood C, Hogue C. The effects of 
maternal weight and age on pre-eclampsia and 
eclampsia in Haiti. J Matern Fetal Neonatals Med. 
2016;29(4):602-6.  
28. Dulitzki M, Soriano D, Schiff E, Chetrit A, Seidman 
DS. Effect of very advanced maternal age on pregnancy 
outcome and rate of cesarean delivery. Obstet Gynecol. 
1998;92(6):935-9. 
29. Tan KT, Tan KH. Pregnancy and delivery in 
primigravidae aged 35 and over. Singapore Med J. 
1994;35(5):495-501. 
30. Edge V, Laros RK Jr. Pregnancy outcome in 
nulliparous women aged 35 or older. Am J Obstet 
Gynecol. 1993;168(6 Pt 1):1881-4. 
31. Brassil MJ, Turner MJ, Egan DM, MacDonald DW. 
Obstetric outcome in first-time mothers aged 40 years 
and over. Eur J Obstet Gynecol Reprod Biol. 
1987;25(2):115 
32. Cammu H, Dony N, Martens G, Colman R. Common 
determinants of breech presentation at birth in 
singletons: a population-based study. Eur J Obstet 
Gynecol Reprod Biol. 2014;177:106-9.  
33. Arnold A, Beckmann M, Flenady V, Gibbons K. Term 
stillbirth in older women. Aust N Z J Obstet Gynaecol. 
2012;52(3):286-9.  
34. Sutan R, Campbell D, Smith WC. The risk factors for 
unexplained antepartum stillbirths in Scotland, 1994 to 
2003. J Perinatol. 2010;30(5):311-8.  
35. Chigbu CO, Ezeome IV, Iloabachie GC. Cesarean 
section on request in a developing country. Int J 
Gynaecol Obstet. 2007;96(1):54-6.  
 
13
